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During the annual Licensure survey and
investigation of complaints #36358, #37621, and
#38186 conducted on April 11, 2016 thraugh April
13, 20186, at Soddy Daisy Heaith Care Center, no
deficiencies were cited under 1200-8-6,
Standards for Nursing Homes.
Division of Health Cara Faciliies
LABORATCRY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE {X6) DATE

'd)

STATE FORM

If contingatian shbat 4 of 1




